The patient was febrile and the sclerae were markedly injected; an ophthalmological examination showed anterior uveitis. Although her tonsils were enlarged with exudates, no mucocutaneous lesions were noted. Neck pain and stiffness on flexion were observed. Lung, cardiovascular, abdominal, pelvic, and neurological examinations were normal. The left knee was tender and warm but the range of motion was full and there was no effusion. The remainder of the musculoskeletal examination was normal except for local tenderness of the lumbar spine. Lumbar puncture showed normal pressure and chemistry; urine analysis showed 10-20 white blood cells/high power field and no red blood cells, casts, nor proteinuria. Other findings included a white blood cell count of 10 6x 109/1 and an increased erythrocyte sedimentation rate of 56 mm/hour. Radiographs of the chest, left knee, and sacroiliac joints were normal. An electrocardiograph showed normal sinus rhythm without evidence ofany conduction abnormality.
College of Physicians Michigan Chapter meeting in Grand Traverse Village, Michigan on 11 October 1990.
Case report A 42 year old black woman presented with an eight day history of bilateral photophobia, reddened sclera, sore throat, non-bilious vomiting, diarrhoea, a painful left knee, urinary frequency and urgency, fever, shaking chills, and neck stiffness. The patient had a previous history of scleritis, with recurrent episodes over a period of eight years. She did not have any previous history of sexually transmited disease, and her last sexual intercourse was more than a year earlier. Hypertension had been diagnosed three months before her hospital admission and was well controlled with a thiazide diuretic. There was no relevant family history or seronegative spondyloarthropathy.
The patient was febrile and the sclerae were markedly injected; an ophthalmological examination showed anterior uveitis. Although her tonsils were enlarged with exudates, no mucocutaneous lesions were noted. Neck pain and stiffness on flexion were observed. Lung, cardiovascular, abdominal, pelvic, and neurological examinations were normal. The left knee was tender and warm but the range of motion was full and there was no effusion. The remainder of the musculoskeletal examination was normal except for local tenderness of the lumbar spine. Lumbar puncture showed normal pressure and chemistry; urine analysis showed 10- On the third day after admission she developed respiratory distress, tachypnoea, tachycardia, and hypotension (arterial pressure 90/68 mmHg). A pericardial rub and an aortic insufficiency murmur developed. Acute pulmonary oedema followed and the patient was intubated and placed on mechanical ventilation (fig 1) . A chest computed tomography scan showed a large ascending aorta (4 cm This patient is unique for several reasons. The patient was a black woman without the HLA-B27 gene who presented clinically as having Reiter's syndrome (or reactive arthritis) associated with a purulent pharyngitis. The increased antistreptolysin 0 and streptozyme titres suggest that streptococcus (group G) was the inciting agent. ,B Haemolytic, non-group A streptococcus has been suggested to cause reactive arthritis,'0 but this has not been reported definitively. The rapid development of aortic insufficiency has not been reported previously in patients with Reiter's syndrome.
